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Abstract Subcutaneous sarcoidosis is rare. As such,
clinicians need a high index of suspicion when examin-
ing patients presenting with cosmetically unsightly
lumps on the face. Sino-nasal manifestations of the
disease should be sought with an endo-nasal examina-
tion, but definitive diagnosis requires histology. Even
with good biopsy samples, the diagnosis may be elu-
sive. We present a case from our clinic, which despite
multiple biopsies, took almost 4 years to diagnose.
Level of Evidence: Level V, diagnostic study.
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Introduction
There is a growing trend in recent years for patients to
present to their surgeon with primarily cosmetic concerns.
These may be somewhat hidden behind feigned functional
concerns (e.g. my glasses do not fit my nose or wearing my
glasses is painful), but careful questioning often elucidates
the patient's key concern. Patients may be extremely sur-
prised to learn that their cosmetic concern is actually the
local manifestation of a systemic disease. Furthermore, some
of these systemic diseases carry a substantial social taboo
(e.g. the syphilitic saddle nose) or a life-changing prognosis
(e.g. malignant melanoma).
We present a case of a fluctuating nasal lumpwhich defied
diagnosis and treatment for several years and which, besides
the medical management, required sensitive psychosocial
skills.
Case report
A 38-year-old lady was referred to our ENT clinic in
March 2008 with a persistent swelling on the right side
of her nose preventing her from wearing her glasses
comfortably (Fig. 1). The patient had no other symp-
toms, and full ENT examination including nasal endos-
copy together with routine blood tests was normal. The
lump itself was hard, pain free and slowly growing.
There were no overlying skin changes. A CT scan
(Fig. 2) showed focal demineralization of the right nasal
bone and surrounding soft tissue swelling, consistent
with chronic inflammation.
In order to rule out malignancy and for further diag-
nostic work-up, the patient underwent a punch biopsy
(including bone) under local anaesthetic. Histological
examination showed granulomatous chronic inflamma-
tion with focal necrosis but without signs of vasculitis.
The pathologist, however, was unable to give a specific
diagnosis. Despite negative PCR for mycobacterium (in-
cluding tuberculosis and leprosy) and negative staining
for fungi, an infectious agent was felt to be the cause as
sarcoid was felt unlikely to cause focal necrosis. Immu-
nological screening effectively ruled out TAP deficiency
(a peptide transport complex associated with antigen
presentation) and vasculitides.
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Following the biopsy, the lump became smaller, and
the patient's general health remained excellent. A further
biopsy was recommended for further testing (microbio-
logical, mycobacteriological, parasitology and mycolo-
gy), but the patient declined. She attended regular
follow-up, and when a year later the mass began to
grow again, she agreed to biopsy. A transcartilaginous
biopsy was performed under general anaesthetic. This
again showed similar, non-specific findings despite ex-
tensive testing (PAS, Ziehl–Nielson, Grocott, Brown–
Brenn). A chest x-ray showed no typical sarcoid lesions,
and lung spirometry was normal.
Finally, in January 2012, the swelling became bilat-
eral, and the decision was made for explorative rhino-
plasty. A closed technique was used, and bluish, spongy
bone was excised. Histopathologically, this again
showed necrotic granulomatous change, and the possi-
bility of eosinophilic angiocentric fibrosis was raised. A
Fig. 2 CT showing bony
demineralization
Fig. 1 Clinical photo showing
the right-sided nasal lesion
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chest CT showed bilateral lymphadenopathy consistent
with sarcoidosis. Bronchoscopy with ultrasound con-
firmed these findings and showed no lung parenchymal
changes.
After interdisciplinary discussion with the patholo-
gists, pulmonologists, rheumatologists and ENT clini-
cians, a diagnosis of sarcoid stage 1 was made. Systemic
steroid therapy was recommended, but the patient declined.
She is still in regular follow-up and has no further complaints
since the surgery.
Discussion
Sarcoidosis is a poorly understood multisystem disease.
The prevalence varies from <1 to 40 per 100,000
depending on location [1]. It is characterized by non-
caseating granulomas which can affect many different
organ systems [2]. Ninety percent of cases have lung
involvement, and typically, patients are diagnosed by
chest x-ray with pulmonologists being the treating phy-
sicians. Roughly 1 % of patients present with sino-nasal
symptoms.
Subcutaneous sarcoidosis is rare and was first re-
ported in 1904 [3]. Findings may mimic other diseases,
and this, coupled to the fact that up to 80 % of
patients with subcutaneous sarcoid have no signs of
systemic sarcoidosis [4], makes clinical diagnosis chal-
lenging. The few case reports in the literature show a
preponderance for middle-aged women [5].
On suspicion of sarcoid, patients should undergo a
thorough full body clinical examination. Manifestations
of sarcoid in the nose [5] include red intra-nasal
plaques, obstruction, crusting and epistaxis as well as
cartilage destruction with resultant widening of the nasal
bridge and saddle nose deformity. Consideration
should be given for early pulmonological/rheumatological
consult.
Simple, minimally invasive tests such as blood tests
(serum ACE, hypercalcaemia, hypercalciuria) [6],
fundoscopy and plain chest x-ray can be performed.
Though these may be suggestive, none of these tests
has particularly good sensitivity or specificity. More
invasive tests such as fine-needle aspiration cytology
can often be inconclusive. In cosmetically sensitive
areas, tissue biopsy can result in scars and contour
changes, but this may be necessary for histopathological
diagnosis [7].
Under the microscope, sarcoid masses are composed
of epithelioid granulomas, giant cells and hyalinosis.
Focal necrosis is not typical, and testing for other
granulomatous diseases, notably tuberculosis and lepro-
sy, should be performed. The possibility of vasculitides
and chronic fungal infection should also be tested. If
results are equivocal, exotic conditions such as TAP
deficiency [8] and eosinophilic angiocentric fibrosis [9]
should be considered.
Currently, there is no cure for sarcoidosis. Immune sup-
pression is frequently used, especially in patients with ex-
tensive lung parenchymal changes. In well-localized lesions,
locally injected preparations [10] can sometimes be used. Sur-
gical excision can remove a sarcoid mass but is not considered
curative.
Conclusions
Sarcoid is typically a multisystem disease but may pres-
ent with discrete lesions. A high index of suspicion
together with early consult from pulmonologists and
rheumatologists can help make the diagnosis, which
otherwise, despite biopsy, can remain elusive. Facial
surgeons should be aware that cosmetically unsightly
lumps on the face may be manifestations of complex
systemic diseases.
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